Caretaker-adolescent communication is an appealing source for influencing adolescents' knowledge, attitudes and behavior, because caretakers are an accessible and often willing source of information for their children. With the realization of the importance of caretakers in influencing adolescent behaviours, it becomes interesting to explore their perceptions about caretaker-adolescent communication on Sexual and Reproductive Health (SRH). An exploratory qualitative research design was conducted in all six districts of Unguja-Zanzibar. Twelve focus group discussions (FGDs) with caretakers who were purposively selected were conducted. Thematic analysis guided the interpretation of the data. The main themes that were identified are perceived the risk of adolescents; style, time and content of communication; barriers to parent-child communication on SRH; and helping our children pass through adolescence safely. The findings show that participants have acknowledged the apparent risky sexual behaviors of their adolescents, and that information on SRH should be offered to children before they reach puberty. Participants had the opinion that communication on SRH should be in the form of warning, threat and unidirectional. Topics such as teenage pregnancy, STIs and HIV, and drug and alcohol were proposed to be openly discussed. However, topics on condom and contraceptives use faced strong opposition. Lack of favorable time, caretakers' limited knowledge and skills, myth on SRH communication, and being uncomfortable were among the caretaker-adolescent communication barriers identified by care- S. A. Seif et al. 519 takers. The findings suggest that participants are keen to help their adolescents to avoid SRH problems, most importantly they emphasised on the need to empower caretakers by equipping them with knowledge of SRH, good communication skills and religious knowledge. Communal parenting on the other hand has been identified as the major weapon in shaping adolescents' behaviour. This information provides insight in designing family-based intervention aiming at increasing communication about SRH between caretakers and adolescents.
rate information that can be readily translated into health behaviour performance; personal and social motivation to act on such information; and behavioral skills to confidently and effectively implement the health behaviour [22] . The IMB model explains that performing a health behaviour is a function of the extent to which someone is well-informed about the behaviour, motivated to perform the behaviour (e.g., has positive personal beliefs and attitudes towards the behaviour or outcome, perceiving vulnerability and social support to perform the behaviour), and has the requisite skills to execute the behaviour and confidence in their ability to do so across various situations.
Methods

Design
A descriptive exploratory study design was used to explore the perceptions of caretakers on caretaker-adolescent communication on SRH.
Setting
This study took place between September and November 2013 in the six districts of Unguja namely Urban, West, North A, North B, South and Central. According to the National Population and Housing Census of 2012, there were about 302,293 people aged between 35 and 60 years; among them, 147,470 were male and 154,823 were female. The social-demographic survey [7] revealed that about 20% of the population had had sexual intercourse by the age of 18 years and HIV statistics shows that about 265 (1.2%) of people in Unguja have been infected, among them 114 (43%) are young people aged between 15 and 24 years (however, it is not clear to us whether these were infected from birth, however they pose the risk of transmitting HIV).
Informants
Study participants were caretakers of adolescents aged between 15 -19 years. Purposive sampling of maximum variation was used to select participants. This type of sampling is when the researcher relies on judgmental when it comes to selecting the study units for the purpose of focusing on particular characteristics of a population which will best enable to answer the research questions, and to gain greater insights into a phenomenon by looking at it from all angles which will help to identify common themes that are evident across the sample [23] . Participants were selected through Shehas (head of Shehia) following the given inclusion criteria. Shehia means the lowest administrative authority in the hierarchy of regional administration [24] . The inclusion criteria were: a caretaker who was from a religious institution, school teacher, health care worker, politician and a regular community member. The diverse selection of participants was intended to explore the varied perceptions within a community that could be influenced by the type of socialisation a person had. Ninety two participants were approached to participate in this study and eighty percent (80%) which is equal to seventy-four caretakers agreed to take part and were recruited.
Data Collection
Twelve FGDs were conducted, six for males and six for females separately. All FGDs were held in schools when the students were away on weekend rest. The discussions were held in Kiswahili which is spoken by all participants and they were audio-recorded with participants' permission. Male focus group discussions were facilitated by trained same gender moderators and note takers, and female focus group discussions were facilitated by the principal investigator and trained female note takers. An average of eight participants took part in each discussion lasting for about one and half to two hours. The interview guide is found in Appendix 1.
Data Analysis
Thematic analysis [25] guided the interpretation of the data. Audio-recorded discussions were transcribed and manually coded. The analysis started by getting familiar with the data, generating initial codes and searching for categories and themes among codes. Themes were defined, refined, and logical connections established between them. The codes used to develop theme are found in Appendix 2.
Ethical Consideration
The Muhimbili University of Health and Allied Sciences (MUHAS) Research Ethical Committee provided a go-ahead for the study to proceed. Permission to conduct the study was granted by the District Officers of six districts of Unguja, Zanzibar. Written consent was also obtained from caretakers after the purpose and methods of the study had been explained. It was made clear that any participant would be free to withdraw from the study any time and that information obtained from the study would be treated with strict confidentiality and will be used only for the intended research purposes. Participants were provided with the Principal Investigator's (PI) contacts so that they could report any cases of infringement upon their rights.
Findings and Discussion
The four themes that emerged from caretakers that were related to perceptions on caretaker-adolescent communication were: 1) Perceived risk of adolescents; 2) Style, time and content of communication; 3) Barriers to parent-child communication on SRH; and 4) Helping our children pass through adolescence safely. No differences in perception across age, sex and position in the society were observed.
Characteristics of Participants
Seventy-four caretakers participated in this study, among them 36 were males and 38 were females. Participants' age ranged between 35 and 60 years, and they described themselves as fishermen, farmers, government and private sectors employees and peasants. Social demographic characteristics of the participants are summarised in Table 1 . 
Position in the society
Religious representatives 6 6 Political representatives 6 6 School teachers 6 9
Healthcare workers 6 6
Community members 12 11
Perceived Risk of Adolescents
Participants had concern about misuse of technology and information media that had put their adolescents at the risk of getting reproductive health problems like early sexual debut, teenage pregnancy, HIV and STIs, and unsafe abortion. And therefore they called for the need to provide SRH information to adolescents. Disintegration of morals and values as a result of adolescents' lust for money, luxurious goods and materials; peer pressure; wearing indecent clothing; and drug and alcohol abuse, were also described as being responsible for adolescents' engagement into risky sexual behaviours. Participants acknowledged that poverty of parents/caretakers was to blame for such individuals' failure to provide for their young ones. One participant admitted:
…Most parents are poor, they cannot provide for their children's luxurious goods; and children now are more materialistic than we used to be. Now children could ask for money from anyone even if they didn't know them (58-year old male, from local government).
Another participant talked about peer pressure and craving for material things by adolescents: The findings indicate that caretakers were aware of the sexual risks adolescents face. The inappropriate use of the internet and satellite television was believed to be associated with adolescent risk behaviours. Some studies have associated exposure to sexual contents through the media, with the development of risky sexual behaviour [26] . However, there is great potential for technology to improve the sexual and reproductive health of adolescents while reducing health risks through education, interventions, and provision of resources. For example, the development of websites in which users can find local STD/HIV testing centres; watch videos of celebrities talking about the importance of getting tested; and videos sharing which can allow for peer-to-peer health communications, can establish positive behavioural norms, provide role modelling, and effect change [27] .
Looking at the general economic condition of the people in Unguja, where 36.8% live in severe poverty [28] , and the increasing availability of luxurious and fashionable goods in the market, it is to be expected that caretakers would be unable to meet the luxurious demands of their children. Most adolescents therefore are believed to be falling into risky sexual behaviours just to be able to afford a few luxurious goods. For example, an adolescent may establish a sexual relationship with an older person provided she is assured of support-whether financial or material. If young people are made to meet their own basic material needs or/and are forced to provide the essential needs of their families, caretakers may lose both authority over these young people's decisions and actions (both sexual and non-sexual), and their ability to communicate to adolescents about their risky sexual behaviour [20] .
Style, Time and Contents of Communication
Style
Some participants were of the opinions that for the adolescents to listen and obey, caretakers should shout, warn, promise to punish, and impose fear, as one participant said:
…I think the method of imposing fear is very helpful, you must be serious and speak out of rage, only then might the child be scared and get convinced that if he/she ever indulges in that act (sex), her/his parent would definitely punish him/her (58-year-old male, from community).
Another participant emphasised that SRH communication should be in the form of instructions and unidirectional rather than engage in a dialogue, as she said:
In these topics, there is nothing to discuss, what you need to do is issue warnings and instructions only, no dialogue (50-year-old female, from community).
Findings were consistent with what Wamoyi et al. (2010) observed, that parent-child communication often takes the form of warning, threat, and it is usually unidirectional and judgmental [19] . However in this study participants' suggestions went beyond shouting and creation of fear, to beating adolescents. One participant retorted: …Nowadays, they are telling us not to cane our children, but by just using words children will not listen to you; we have to cane them, that is the style of raising kids that was passed over to us by our parents. This new style of just using words is what is spoiling our children today (55-year-old male assistant medical officer).
Participants use these communication styles because they usually initiate this discussion late, when an adolescent has fallen into sexual risky behaviour, and thus SRH communication comes as a means of trying to deter that behaviour, as one participant said:
You know, we usually do not talk to our adolescents until we see them falling into risky behaviour, by that time we are like scolding them…but this is also a one way of giving education (40-year-old male from community).
The suggested communication styles create a barrier between caretakers and adolescents when communicating on SRH issues as was shown in our previous study [29] . Therefore, there is a need to impart appropriate communication skills to caretakers, to help them improve communication about SRH at the family level.
Timing of Initiating SRH Communication-the Younger the Better
Participants reported that SRH education/information should be given to children prior to puberty, because knowledge given at this age lasts for a long time. Further, globalisation is making children aware of issues related to SRH at a younger age, as one participant said:
In this period that we are in, you might find a mother as young as 12 years old; this is due to the effects of globalisation. Therefore, communication should start at the age of 8 years (50-year-old male primary school teacher).
Another participant added: I think we should start giving them this education when they are 7 years old because this is the age during which a child starts to get aware about her/his sexual identity (40-year-old female from community).
Other participants had the opinion that SRH communication should start at even a younger age of 3 years, where simple topics related to morals and values should be included; and as the child grows, more complex topics like body physiological changes and risky habits, condom and contraceptives use could be taught:
We These findings indicate that participants were aware of the significance of initiating SRH communication at an early age so as to have the desired impact on adolescents' SRH. However, they were much more concerned about providing age-appropriate information. These findings are encouraging and support the recommendation that it is crucial to initiate SRH discussions with young people before their sexual debut, to have the desired SRH impact [30] .
Contents of SRH Information
Participants thought that topics of SRH such as teenage pregnancy, STIs, HIV, and drug and alcohol abuse, should be discussed openly:
…We should explain everything to both sexes openly, as we can now see that most children are using drugs and alcohol; therefore, we should teach them about the ill consequences of alcohol and drug use, and also about HIV/AIDS which can also be acquired through sharing contaminated needles (41-year-old female nurse).
Another participant added: …We have to be open and tell them everything, not only that they would get pregnant if they initiate sexual activities early, but also to tell them all the expected consequences including contacting sexually transmitted diseases (37-year-old female, from the community).
Other topics mentioned were about preventive aspects like abstaining from sex, creating self-awareness, ways of avoiding temptations, and teaching of good norms. As one participant said:
"
…We should teach them about self-awareness, because this is a very important attribute for any youth in order to protect self from temptations. And you must tell them about all the temptations that they might encounter at their age, and tell them about the associated risks like teenage pregnancy and STIs, and how they could protect themselves (45-year-old female secondary school teacher).
Very few mentioned the biological aspects of sexuality, including secondary sexual characteristics, the reproductive system, and fertile days.
First, they should be taught about the reproductive system and how it functions, and also about physical developmental changes when such changes happen and what would follow those changes. They should also be taught about the significance of self-protection from the effects of those changes if they fail to protect themselves
(36-year-old male secondary school teacher).
1) Communication about condoms and other contraceptives Participants were generally against communication about condom use, with adolescents. Some warned that this kind of communication was against some religious beliefs and that discussing about such issues was totally immoral. Others suggested that condoms should not be allowed into the country because they are not effective in preventing diseases and pregnancies. A good number, (about 80%) believed that if adolescents are taught about how condoms are used, this would be like giving them permission to practice sex. As one participant said:
…We Participants claimed that contraceptives are not for adolescents; rather they are for married couples only. Family planning services in health facilities are said to be restricted to older women and not for adolescents, as one participant opined:
To say the truth, here in Zanzibar, family planning methods are allowed only for married women, but for these young adolescents, we do not have permission to give them yet (52-year-old female nurse).
All the findings that have been discussed above indicate that there is strong opposition in the use of condoms and other contraceptive methods especially to adolescents. This was expected, and it could be fuelled by the strong religious and cultural beliefs which proscribe premarital sexual intercourse. In Zanzibar, about 99% of the population is Muslim [31] and their culture is grounded in Islam of which law strongly prohibits premarital sexual activities [32] . Therefore, talking to adolescents about condoms and other contraceptives is perceived as encouraging them to practice sex, which is against their religious and cultural norms. Due to this, caution should be taken when introducing health programmes aiming at encouraging condom use especially to young ones. Effort like introducing education programmes to both caretakers and adolescents to encourage them to ignore cultural norms which seem to be unhelpful is needed.
Barriers to Caretaker-Adolescent Communication on SRH
Participants identified a number of barriers to communication about SRH with adolescents. The main obstacles mentioned include feeling embarrassed or uncomfortable by the participants' responses. One participant opined:
According to our cultural norms, to talk about these things (meaning SRH matters) to adolescents is shameful and it is taboo; it is like you are teaching them to do these things (meaning sex), therefore we opt not to tell them (42 year-old female from a health centre).
Another participant added:
We as parents are not used to communicating with our adolescents about sexuality, may be because it is not our culture to do so. My parents never talked to me about these things; therefore I also don't talk to my adolescents, that is to say we do not have that knowledge and skills of communicating with them (55 years, female school teacher).
These findings suggest that social and traditional norms of participants' culture do not offer a friendly environment where issues of SRH could be honestly and openly discussed. As in many parts of Africa, these findings are not surprising. A study done in Kenya showed that mothers do not talk to their adolescents because themselves had not received sex education from their own mothers [33] . The perception that talking about SRH encourages sex was also found in another study [34] which was conducted in Kenya and United State. Moreover, the knowledge barrier was also found in other studies which showed that parents generally felt that they lacked adequate information to share with their children [35] [36] . These findings signify that effort is needed to help these societies to re-examine their cultural norms and ignore those which seem to be unhelpful in confronting the new challenges, including the HIV. Caretakers need to be educated, motivated and provided with good communication skills to enable them engage in open communication about SRH with their adolescents.
Helping Children Pass through Adolescence Safely
Participants were very concerned about the reproductive health of their adolescents, and the idea of collaborative nurturing emerged. They emphasised the importance of bringing back the former upbringing style which involved collaboration of the whole society in disciplining the child. One participant said:
There is a need for parents today to be like former parents; we have to be united and allow our children to be reared by the society. We should not to get angry when our children get scolded by someone else for their wrong doing (56 years old, male caretaker).
Most importantly they emphasised empowering caretakers by equipping them with knowledge of SRH, good communication skills and religious knowledge. One participant said:
I insist, we need this knowledge, adolescents expect to get help from us but we cannot help them. Also we have to follow the teachings of our religion, all these problems will be overcome… (40 years, female school teacher).
The findings suggest that participants are keen to help their adolescents to avoid SRH problems. Communal parenting has been identified as the major weapon in shaping adolescents' behaviour. The significance of communal parenting was also highlighted in [20] , in which participants claimed that traditional communal parenting make children upbringing and shaping their behaviour a lot easier.
IMB-Model in Relation to This Study
Information Construct 1) Contents and importance of SRH information
Participants were aware of the type of information on SRH that is recommended for adolescents, ranging from biological aspects, preventive aspects, to associated risk aspects. It was noted that participants were able to describe the associated risk aspects in detail, like how HIV is acquired and transmitted and how it can affect adolescents' life compared to other aspects like preventive aspects or biological aspects. However, significant differences in knowledge were observed between other community members, healthcare workers and school teachers. Both school teachers and health care workers were found to be considerably more knowledgeable on SRH matters. However, the participants' main concern was what to communicate, and at which stage of adolescence. They feared to give adolescents information that is not suitable for their age, like teaching about condom use to an 8-year-old child. However, participants still underscored the importance of communicating SRH information to their adolescents believing that it would definitely help them to refrain from risky sexual behaviours. This information is very important when planning for intervention programmes to increase caretakeradolescent communication on SRH.
Motivation Construct
1) Perceived risk: This study found that participants were aware of the sexual risk that their adolescents were in, and each caretaker was concerned about his/her own adolescents believing that they were also at the same risk as the rest of the population. This is encouraging because as per IMB model speculation, being able to perceive the risk gives a reason to initiate the behaviour.
2) Social norms: The findings of this study indicate that participants were aware of the significance of social support in meeting SRH needs of their adolescents. Participants were calling for collaboration and working as a team in their society to protect their adolescents from falling in risky sexual behaviours. The question about how best to communicate about condom use faced strong opposition from participants. This issue needs to be carefully handled when introducing any programme aimed at encouraging condom use to adolescents. For example, one may start by introducing condoms to caretakers themselves as a means of safe family planning. After this has been accepted, then one might encourage caretakers to communicate and introduce the same to their adolescents, and how to indulge in responsible sex should it become necessary.
3) Attitude: In general, participants showed positive attitude in communicating with adolescents about SRH. They took it to be a good thing to communicate with their adolescents about SRH, but this was only in selected age-appropriate topics. Moreover, Individual, social and cultural norms and religious belief of participants resulted in strong negative attitude towards communication about condom and contraceptive use to adolescents. This needs to be carefully addressed in any intervention programmes targeting caretakers to encourage them communicate SRH matters to their adolescents.
Behavioural Skills
1) Perceived self-efficacy: The findings of this study indicate that participants were not confident in communicating SRH information with adolescents, especially younger adolescents, as participants seem to emphasise that this education should be initiated in schools and madrasa (Islamic education institution). It was noted that participants would rather wait for something to trigger such communication like a case of teenage pregnancy, drug/alcohol use or abortion complications, for them to have the courage to initiate such communication.
2) Perceived skills: Participants acknowledged that they did not have enough skills to communicate with their adolescents about SRH information. This can be explained by the participants' response when they said, "with this issue there is no discussion"; they believed that caretakers must communicate with adolescents by giving instructions, accompanied by shouting, warning, threatening and even beating. These findings call for the needs to help caretakers to develop good communication skills so that they are able to positively influence their adolescents to refrain from risky sexual behaviours.
Limitations
Although the study findings might improve our understanding of caretakers' needs and attitude on SRH communication with adolescents, the research has had its limitations. Inclusion of health care workers and school teachers provided useful and interesting insights, however; their contributions and ideas may influence the response of other caretakers because they are considered as most knowledgeable on health related issues in the society and therefore may have resulted in a picture that reflects only those who were exposed to reproductive and child health education, leaving out the voices of those who were not exposed to that kind of education.
Conclusion
This study revealed that despite caretakers' awareness of the sexual risk on their adolescents face, recognising the importance of communicating with their adolescents and having positive attitude toward communicating with their adolescents on SRH, they are still not enthusiastic and remain uncomfortable when communicating about this matter. Lack of adequate knowledge about SRH, inadequate communication skills, inadequate parenting skills, myth attached to SRH communication, and conflicting societal norms were among the barriers of such communication. This observation has implications for professional social workers especially if practitioners are to design interventions at the family level that address the complex problems of unplanned pregnancy and STIs among adolescents. 
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